
                                          FORM M13 
 
 
 

DESCRIPTION OF MENTAL EMOTIONAL, NERVOUS DISORDERS 
 
                             OR CHEMICAL DEPENDENCY  
 
 
    NAME:_________________________________________________________________  
              (Last)              (First)             (Middle)  
 
    SSN: _____________________________  
 
    DATE OF TREATMENT: From: _____________________  To: __________________  
 
    NAME OF TREATING PROFESSIONAL: _______________________________________  
 
    ADDRESS: _____________________________________________________________  
 
             _____________________________________________________________  
 
    TELEPHONE: (______) ________________________  
 
    NAME OF HOSPITAL OR INSTITUTION: _____________________________________  
 
    ADDRESS: _____________________________________________________________  
 
             _____________________________________________________________  
 
    TELEPHONE: (______) ________________________  
 
    DESCRIBE COMPLETELY THE DIAGNOSIS AND TREATMENT: _____________________  
 
    ______________________________________________________________________  
 
    ______________________________________________________________________  
 
    ______________________________________________________________________  
 
    ______________________________________________________________________  
 
    ______________________________________________________________________  
 
    ______________________________________________________________________  
 
    ______________________________________________________________________  
 
    ______________________________________________________________________  
 
    ______________________________________________________________________  
 
    ______________________________________________________________________  
 


